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Part 1 and 2
Dictation Time Length: 24:41 & 24:22
June 16, 2022
RE:
Robert McGeehan

History of Accident/Illness and Treatment: Robert McGeehan is a 43-year-old male who reports he was injured at work on 11/21/19. At that time, he tripped over a carpet square and landed on a rotating chair with his hand outstretched on its arm. As a result, he believes he injured his left arm and shoulder, but did not go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He did not undergo any surgery and completed his course of active care in 2020. He parenthetically advised that he was going to see Dr. Murray once his Workers’ Compensation case is over. At that juncture, he would consider shoulder surgery. When asked about other sports injuries and surgeries beyond the right knee done by Dr. Murray, he states that these were unrelated so he would not describe them.

As per his Claim Petition, Mr. McGeehan alleged he tripped over a carpet and fell onto a chair injuring his left shoulder on 11/21/19. Treatment records show he was seen at Inspira Urgent Care that same day complaining of left shoulder and forearm pain. He denied similar problems in the past. He was at work, tripped on carpet squares and fell forward. He caught himself from falling by grabbing the arm of a chair on wheels causing twisting to his shoulder and arm. He was evaluated and diagnosed with a sprain of the left shoulder and was initiated on conservative care. X-rays were done and preliminarily read. He was going to return on 11/17/19 for a recheck.

However, the Petitioner returned on 11/22/19 reporting numbness and tingling for the first time. He felt that he did not have any strength in the left arm and had been getting intermittent tingling in his left hand. He had iced this arm without improvement. He reports he is concerned that he may have torn something in his elbow because it just feels “loose.” He reports his shoulder just feels more sore and tight compared to yesterday. He has had bad experiences with Workers’ Compensation in the past at a former job so he wants to make sure that he has everything documented. He reported today he went to pick up his daughter when she was crying. She weighs 25 pounds and he felt like his left arm gave out when he tried to lift her. He then was prescribed a prednisone taper and cleared for modified activities. Mr. McGeehan did return on 11/29/19 and was referred for orthopedic specialist consultation. The initial x-rays from 11/21/19 of the elbow and shoulder showed no fractures. There was a small calcification noted superior to the glenoid on the shoulder views.
On 01/27/20, he had an MRI of the left shoulder that showed mild left supraspinatus and infraspinatus tendinosis. On 12/05/19, he was seen orthopedically by Dr. Dwyer. He noted a history of prior work-related injuries to his neck and right hand. He had undergone bilateral knee arthroscopies in the past. He was currently taking hydrocodone, acetaminophen, diclofenac sodium, and Nexium. Dr. Dwyer administered a corticosteroid injection to the shoulder. He also ordered an MRI of the left elbow. At follow-up on 12/11/19, he reported the injection gave him no relief. He related he was actually working full duty. On this occasion, a corticosteroid injection was given to the left elbow biceps sheath. On 01/22/20, he related to Dr. Dwyer that he has increased pain with raising the arm above head and any lifting. He is out of work due to a recent right knee surgery on 12/30/19. This was done by Dr. Murray. Dr. Dwyer wrote his elbow was markedly improved after the injection. He was referred for an MRI of the left shoulder.

The MRI was done on 01/27/20 to be INSERTED here. He followed up with Dr. Dwyer on 02/05/20 to review these results. He diagnosed left shoulder pain with tendonitis. He made medication adjustments. They discussed further treatment options including injection therapy. At that juncture, he was deemed capable of working without restriction and would return in six weeks. He did return on 04/22/20 when formal physical therapy was recommended. However, in light of the COVID-19 issue, the patient declined stating he would rather avoid going to a physician or therapist’s office. Accordingly, he was given a home exercise program. Dr. Dwyer did not see a surgical indication at that juncture. On 06/03/20, Mr. McGeehan still had left shoulder pain and trouble lifting any weight. He was doing home exercises and remained out of work due to his right knee arthroscopic surgery in March 2020. This was the second surgery on the right knee, the first of which was done on 12/30/19. He did also have a history of left knee arthroscopy in the past. Dr. Dwyer sent him for an MR arthrogram of the left shoulder. At follow-up on 07/01/20, he wrote the rotator cuff was intact and there were no labral tear or arthritic changes. He had some synovitis in the rotator cuff interval suggesting a possible rotator cuff interval injury. They had a very long and candid discussion including the possibility of surgical intervention. Mr. McGeehan related he had been doing work around the house including moving the river rock. He also had a side business hanging security cameras. Dr. Dwyer suspected that surgery wound demonstrate minimal findings and perhaps a very small tear of the rotator cuff interval. This is a normal entry way into the shoulder. Closing the interval will result in shoulder stiffness and loss of motion. He prognosticated surgery carries high probability of poor functional outcome. Again, the mechanism of injury does not support the diagnosis. From his perspective, Mr. McGeehan could continue working without restrictions and was discharged at maximum medical improvement.

On 12/06/19, the Petitioner was seen orthopedically by Dr. Murray to discuss right knee surgery scheduled for 12/30/19. He was already in pain management, taking hydrocodone, tizanidine and diclofenac. He had a history of GERD and chronic regional pain syndrome/reflex sympathetic dystrophy for which he was under chronic pain management. Surgical history also included bilateral wrist cyst removal and repair of a left hemopneumothorax. X-rays of both knees were done demonstrating no acute fractures or osseous abnormalities. There were no significant changes from prior x-rays. He was diagnosed with status post right knee arthroscopy and osteochondral defect. The plan was to pursue tibial tubercle osteotomy as well as osteochondral allograft of the trochlea. Mr. McGeehan did convey to Dr. Murray he has a Workers’ Compensation injury of his left distal biceps currently, being treated by another physician. He would like to schedule surgery in the anticipation that he will be cleared from that injury. If he is not, then they would cancel surgery. This behavior suggests an element of attempting to acquire secondary gain. He did undergo surgery on 03/05/20 by Dr. Murray to be INSERTED here. He followed up regularly through 05/29/20. He complained of getting more electric shock type symptoms and had a positive Tinel’s on the lateral aspect of the knee. It was thought he might be developing a neuroma. He discussed this case with the pain management physician who was going to talk about possible injection into this area when he saw Mr. McGeehan personally. On 06/30/20, he related having a recent injection by the pain management physician with limited relief. He had not been attending therapy. He was cleared to return to work full duty on 07/01/20.

INSERT the result of the left elbow MRI from 12/09/19 where it should go chronologically. Also INSERT the MRI arthrogram of the left shoulder done on 06/26/20 where it should go chronologically.
Mr. McGeehan was seen by Dr. Gardner on 11/03/20. He carried a diagnosis of gastroesophageal reflux disease without esophagitis. He was begun on pantoprazole and was scheduled for an EGD. Dr. Gardner noted a past medical history also remarkable for sleep apnea and Lyme disease as well as foot surgery for plantar fasciitis. She did perform the endoscopy on 12/04/20.
Mr. McGeehan was also seen on 02/22/21 by Dr. Kuptsow who appears to be his primary care physician. He stated he added a second Moderna COVID vaccine on 02/14/21. He had fever of 104 degrees, fatigue, headaches and chills that lasted a few days. Except for some fatigue, he was feeling better. He was not all the way back to normal. He went back to work on 02/19/21 and needed a note to cover his absence. He was diagnosed with mixed hyperlipidemia, gastroesophageal reflux disease, and was referred for various laboratory studies. Dr. Kuptsow accommodated him in regard to his request to cover his absence from 02/14/21 through 02/18/21.
He was seen on 10/21/21 by Dr. Austin. He noted numerous records that were reviewed many of which predate the subject event. INSERT what is marked from them on items 1 through 7. He had last been seen on 07/01/20 and was made at maximum medical improvement without restrictions. He no longer worked as a police dispatcher, but took up a new job for South Jersey Transportation Authority. He worked as a safety specialist which is a non-laboring job. His hobbies are hiking. He is unable to play basketball or work out due to pain. He had a history of chronic regional pain syndrome affecting the right upper extremity from a prior accident in 2006. He revealed his primary care physician was in fact Dr. Kuptsow. In the past 10 years, he engaged in certain recreational activities such as weight lifting, hiking, and basketball. Dr. Austin performed an examination of the left shoulder. Active forward flexion was 170 degrees. Passive flexion was 170 degrees, external rotation 90 degrees, internal rotation 60 degrees – both in external rotation, external rotation at the side 70 degrees and internal rotation at the side to T6. These were the same measurements noted on both shoulders. Strength was 5/5 bilaterally. He had a positive Jobe’s test. X-rays of the left shoulder were done showing no fracture or dislocation, glenohumeral arthritis or calcifications. He was diagnosed with chronic left shoulder pain. Dr. Austin commented he had undergone three MRI studies which have not shown any significant structural damage to the shoulder. Physical exam revealed full range of motion and good strength without instability. The only finding on MRI was a questionable rotator interval tear. This is a finding that would only be a surgical indication for an unstable shoulder which he did not have nor had he complained of instability or dislocation. Therefore, Dr. Austin opined no further treatments would improve his symptoms and surgery was not indicated. Mr. McGeehan was at maximum medical improvement.

Prior records show Mr. McGeehan underwent a chest x-ray at Dr. Kuptsow’s referral on 12/22/11 to be INSERTED. He underwent x-rays of the right knee on 02/13/18 to be INSERTED. He was seen at Kennedy Emergency Room on 01/21/12 and diagnosed with biliary colic. He did see neurosurgeon Dr. Cervantes on 01/23/12 regarding cervical pain and right hand pain. He had been going to pain management and was taking 90 mg of OxyContin per day in three divided doses. The pain was continuous and he was miserable because of it. It was worse with activity, lying down, and during humid times. He has not found out what makes the pain better. He did not have any recent injuries that could have caused this. He also had problems with his hands that had no relationship to his cervical pain. He had five injections that did not help him and had been to a chiropractor / therapy, none of which helped him at all. He tried traction, wearing a collar and that did not help him either. He had both knees arthroscoped in 1993 and 1998, cyst removal from the wrist in 2002 and 2007, hernia repair in 2004 and hemopneumothorax in 1996. Dr. Cervantes performed an exam and reviewed an MRI of the cervical spine of mediocre quality. It showed a herniated disc at C5-C6. There may be herniated discs at other levels, but due to the quality this was uncertain. He opined there could be a herniated disc at C5-C6 compressing the spinal cord and nerve root. He then recommended a CT myelogram. On 04/12/12, he was seen for preoperative clearance. Problems included plantar fascial fibromatosis and reflux sympathetic dystrophy and asthma. On 03/29/12, he was seen in the same practice complaining of knee pain that began several days ago after recent trauma. He was in Las Vegas and stepped wrong while walking. His right ankle rolled and he felt instant pain in the right knee. He did have a history of shoulder sprains and strains along with fibromyalgia amongst numerous other medical disorders. He was utilizing baclofen, Voltaren gel, Fentanyl and oxycodone. His history of subjective chronic pain and fibromyalgia speaks to symptoms disproportionate to objective findings. Dr. Kuptsow diagnosed him with a right knee sprain on this visit. He ordered x-rays of the right knee and possible MRI. On 12/14/12, the Petitioner experienced stress due to his mother’s illness, pinched nerve in his foot for which he may need another surgery, his sister’s divorce and moved in with him with two more dogs, and he was building a house and was always tired. Dr. Kuptsow also prescribed alprazolam and ciprofloxacin. Mr. McGeehan continued to follow up regularly with Dr. Kuptsow for a variety of medical ailments. On 06/19/15, he related finding a tick on him, but he was not bitten. He thought it was a deer tick. Diagnoses were degenerative disc disease of the cervical and lumbar spine, nightmares, tick bite, anxiety, and GERD. On 01/09/15, he complained of left shoulder pain for two and a half weeks with no recollection of trauma or overuse. This was a harbinger of his left shoulder complaints after the subject event. Dr. Kuptsow was unsure of the etiology of his pain and referred him for an x-ray and likely MRI after which he would see orthopedics. Dr. Kuptsow saw him again on 10/04/18 when he was using Imitrex, Nexium, and Percocet 5/325 mg. On 10/15/19, the physician assistant wrote he needed to be off the remainder of today and returning to normal work and school schedule the following day. On 10/15/19, he complained to this physician assistant that he was having joint swelling that began years ago. He has a history of RSD that was acutely getting worse. He complained of burning sensation in his leg, pain going up his legs, and pain into both hands with swelling on the right. He had been off pain medications for six years and would like to go back to pain management. He was requesting something for acute pain today since it had been so bad lately. The last visit I have before this is from 10/04/18 when he was prescribed Percocet. The physician assistant on this date in 2019 refilled his ibuprofen and Percocet. He was going to follow up with pain management, possibly RA Pain. He was going to go to the emergency room for any severe pain. On 04/02/12, Dr. Kuptsow had him undergo x-rays of the right knee that showed no evidence of abnormality. He was also seen at South Jersey Spine & Pain on 04/17/12. He denied any changes in location or quality of his pain or any new pain. He is scheduled for foot surgery on April 25. He discontinued Neurontin due to feeling spaced out and having loss of focus. He was utilizing Fentanyl patch, Roxicodone, Zanaflex, and Neurontin. He was diagnosed with cervical radiculopathy, cervical disc displacement, cervical facet disease, cervicalgia, complex regional pain syndrome of the upper extremity, neuropathic pain, and radial neuropathy. He continued to treat with these pain specialists over the ensuing months. On 05/12/15, he was referred for an MRI of the lumbar spine. He was going to contact his insurance company about proceeding with further injection therapy with facet injections on the cervical spine. He followed up on 06/12/15 with unchanged symptoms. The specialist continued to show Fentanyl in his urine drug screen, which is not currently prescribed to him. There was no evidence of Roxicodone, which he was currently prescribed. The screen does, however, show levels of hydrocodone which he is also not currently prescribed. They consulted with Dr. Duckles and decided due to his continued aberrant drug-related behavior even after multiple warnings, he was dismissed from the practice. They were generously provided weaning schedule to allow time for him to avoid effects of withdrawal and also allow time to find a new pain management provider. The medical assistant named Kelly reported the patient called him a “son of a bitch” on his way up to check out.

On 12/14/12, he underwent an EMG that was consistent with left lateral plantar neuropathy. Dr. Manon recommended either an MRI or ultrasound of the ankle. Mr. McGeehan went to Kennedy Emergency Room on 06/19/13. It was unclear regarding the events of that afternoon. He recalls he was fixing something under a desk when he sat up and banged his head. He now complains of a diffuse global headache of moderate intensity. His friend stated that he called him with the above history and she picked him up from work. He had a history of migraine headaches and this headache was now similar. He was diagnosed with a minor closed head injury. They noted in the New Jersey Data Bank that he was utilizing oxycodone and Fentanyl from 01/17/13 through 05/25/13.
On 06/24/13, he was seen by a neurologist named Dr. Irby, having last been seen on 08/22/11. He related being diagnosed with a concussion on June 19th. He smashed the back of his head on a desk at work. He relates seeing a Workers’ Compensation doctor, but was now seeing Dr. Irby on his own because he does not know if he trusts them and he knows that Dr. Irby had seen him in the past. This was at least his sixth documented concussion. He recalled having his first concussion at the age of 3 when he was hit by a hard plastic toy. He had two or three as a corrections officer. He also had two during mixed martial arts and two years ago he fell on ice and hit his head. He had stopped taking Topamax because of the tingling in his hands. He had mixed results from cervical spine injections. He was taking several medications and was under a lot of stress. Dr. Irby advised resting as much as possible. Mr. McGeehan related he “just wanted to establish a baseline with me since I have been his treating physician in the past.” He wants to wait and see what happens per his Workers’ Compensation doctor before considering a course of cognitive rehabilitation. He had syncopal episode and seizure in the past, but was seizure free off medication. He signed a release of records to get a CAT scan of his head that was done the previous week. He did see Dr. Irby regularly. On 08/15/13, he was referred to neuropsychology for more comprehensive cognitive evaluation, but he did not go. He complained there were some difficulties with insurance coverage for the evaluation. Dr. Irby prescribed gabapentin off label as a headache prophylactic, but he never took it. He felt ready to go back to work so was cleared to do so. This reflects another example of the Petitioner directing his own care.
He underwent an MRA of the carotids on 07/23/13 at the referral of Dr. Irby. This was compared to a study of August 2008. INSERT those results here. On 10/15/14, he was seen by an endocrinologist for management of low testosterone. He related having chronic regional pain syndrome after being involved in a work accident as a corrections officer in 2005. He had been medically cleared since 2006. He does police dispatch and also has eBay business. He works 12-hour shifts alternating between a 2-day and a 5-day workweek. He does not always feel well rested during the day. He has a history of sleep apnea and uvulectomy and tonsil surgery and then things were better in 2007. He was diagnosed with secondary hypogonadism and obstructive sleep apnea as well as decreased libido and fatigue. Several laboratory studies were ordered.
On 12/15/15, he had a surgical evaluation. He reported tightening bolts on an auto seat when he developed pain in the mid right abdominal wall region about five weeks ago. The pain has not gotten better. He had a left inguinal hernia repair in 2007, but denies symptoms of hernia. Upon physical exam, Dr. Koniges opined it was consistent with right rectus muscle strain that would likely improve without specific treatment. He was going to return in one month if he does not see noticeable improvement in the pain.

On 02/10/16, he was seen at Patient First with the left foot injury after two big dogs jumped on it. He was seen regularly in this facility over the next many months. On 02/13/17, he had a history of respiratory failure to tetanus toxoid. On 05/21/19, only a few months before the subject event, he stated earlier that day while at work he was carrying approximately 35- to 40-pound box. He walked through a narrow aisle land did not see a box on the floor and tripped over it. This resulted in a fall injury hitting a metal support pole to the left. He now had pain in the right lower back radiating to the right posterior buttock and leg down to the foot. He did undergo x-rays and was referred to Reconstructive Orthopedics to further evaluate his back.
Mr. McGeehan was seen at Kennedy Emergency Room again on 09/10/16 for a dental infection. On 11/21/16, he was seen by Dr. Matzon for right ring finger complaints. He worked as a police dispatcher, complaining he injured his finger on Friday while he was bowling. He had immediate pain and went to urgent care where they were concerned about a distal phalanx fracture. Dr. Matzon did diagnose him with a nondisplaced fracture of the distal phalanx of the right ring finger. He recommended a DIP extension splint. He was also seen on 02/15/18 by Dr. Franks also at Rothman this time for right knee pain. He was diagnosed with primary osteoarthritis of the right knee for which physical therapy was advised.

On 02/21/18, he was seen by Dr. Murray for right knee pain for the last two to three weeks. He had a SARK procedure by Dr. Maslow in the past. X-rays of the knee and MRI of the knee were ordered. Those results will be INSERTED here, assuming we have them. If not, on 03/02/18, Dr. Murray reviewed the MRI. Those results will be INSERTED as marked. He diagnosed chondromalacia of the right patella and trochlea. The plan was to proceed with surgical intervention. He was going to talk to his wife and his job to figure out when it was appropriate to have this done. He did see Dr. Murray in follow-up and on 10/31/18 accepted the initial Orthovisc injection to the right knee. These continued over the next few weeks running through 11/14/18. On 02/01/18, it was noted knee had started bothering him again after the third injection. They talked about unicompartmental patellofemoral replacement and the ultimate need for total knee arthroplasty. On 07/16/19, Dr. Holmes also at Reconstructive Orthopedics diagnosed lumbar radiculopathy and started him on gabapentin. He had an MRI recently to review. He noted these results from 07/10/19 that will be INSERTED as marked. On 07/30/19, he was seen by Dr. Lopresti also at Reconstructive Orthopedics. He was diagnosed with lumbar radiculopathy. This was after he was carrying a box, bumped into another one and fell landing on his back. Dr. Lopresti saw him through 08/27/19 after an epidural steroid injection. He was going to be scheduled for a second such injection to the lumbar spine.

On 02/05/18, he presented to Kennedy Emergency Room again for dental pain. He was also diagnosed with hypertension. He had x-rays of the right knee on 02/13/18 to be INSERTED. On 09/05/18, he went to the emergency room again complaining of abdominal pain in the right lower quadrant. He did have a CAT scan of the abdomen and pelvis to be INSERTED here.
On 03/12/19, Mr. McGeehan was seen by Dr. Gregory with chronic sinus issues and a lot of dental issues. He underwent nasal endoscopy. He was diagnosed with chronic rhinosinusitis, nasal obstruction, deviated septum, postnasal drip and a headache for which he was prescribed medications. On 10/21/19, he was seen at RA Pain Management by Dr. Haleem. He had been diagnosed with right upper extremity CRPS. In the past, he was being treated by Relievus and weaned off medications. Over time, the pain had been worse and limiting his ability to be active. His neck and right arm pain is aching in nature and it is constant with associated numbness. He also reports right anterior lower leg pain that is hot and intermittent. He had right knee pain and was pending an osteotomy. He was treated medically and was referred for updated imaging. On the New Jersey Prescription Website, he was noted to be taking oxycodone, tramadol, gabapentin, and alprazolam from 03/28/19 through 10/15/19. He saw Dr. Kuptsow again on 10/15/19 indicating his RSD was getting worse. He had been off pain medication for six years and was interested in going back to pain management. He then did see Dr. Haleem as noted above.

X-rays of the cervical spine were done on 11/13/19 and revealed no fracture or dislocation.
PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed open surgical scars on the dorsal aspect of both wrists that he attributed to excision of cysts. There was no swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. He had full range of motion of both shoulders in all independent spheres without crepitus or tenderness. Combined active extension with internal rotation on the left was to L2 and on the right to T11 both of which are suboptimal. Motion of the elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering or locking. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally. Manual muscle testing was 5–​ for resisted left shoulder abduction, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 
SHOULDERS: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion, bilateral sidebending and right rotation were full. Extension was to 45 degrees and left rotation to 70 degrees, both mildly limited. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro
IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

Robert McGeehan alleges he injured his left shoulder at work on 11/21/19. He was already under the care of pain management for chronic pain and complex regional pain syndrome. After the subject event, he underwent x-rays and MRI of the left upper extremity that will be INSERTED here. He was also seen orthopedically by Dr. Dwyer.

Concurrently, he was being seen by Dr. Murray for his right knee and surgery. On 10/21/21, Dr. Austin performed an evaluation noting the absence of surgical indications. Dr. Dwyer had already come to the same conclusion.

The Petitioner has an extensive history of prior medical problems. These include being diagnosed with fibromyalgia and its concomitant subjective complaints disproportionate to the objective findings. I believe this is impacting his presentation after the subject event. The current exam found provocative maneuvers at the shoulder were negative. He had minimal weakness in resisted left shoulder abduction, but strength was otherwise 5/5. He had slightly reduced range of motion of the cervical spine consistent with his known history of disc disease.

There is 0% permanent partial total disability referable to the left shoulder. I have marked in blue certain paragraphs on the cover letter. Please INSERT them where they belong chronologically.
